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West Baltimore Community Profile

ÁApproximately 86,000 Residents in 
four zip codes

ÁAfrican-Americans comprise more 
than 76%

ÁAverage median income in this area is 
$27,158
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West Baltimore Life Expectancy

ÁHighest disease burden and 
worst indicators of social 
determinates of health than 
any other community in 
Maryland



4 Good Help to Those in Need®

Patient Profile

ÁOften unemployed or ñworking poorò 

ÁLiving in and out of crisis

ÁFrequently on the edge of homelessness

ÁThree times more likely to have 
cardiovascular disease than in any other 
area in the state of Maryland
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Our Partners

Community-Based Organizations

Á Equity Matters

Á Light Health and Wellness Comprehensive 

Services, Inc.

Á Mosaic Community Services

Academic Institutions

Á University of Maryland

Á Coppin State University

Á Baltimore City Community College

City and State

Á Senator Verna Jones-Rodwell

Á Baltimore City Health Department

FQHCs

Á Baltimore Medical System

Á Park West Health System, Inc.

Á Total Health Care, Inc.

Hospitals

Á Bon Secours Baltimore Health System

Á University of Maryland - Midtown

Á St. Agnes Hospital

Á Sinai Hospital of Baltimore

Á University of Maryland Medical Center
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West Baltimore Health Enterprise Zone Focus

ÁGeographic and Target Population:
Å86,000West Baltimore residents within the 21216, 21217, 

21223, and 21229 zip codes

Å1,200High Utilizers

ÁCore Disease and Target Conditions:
ÅCardiovascular Disease (CVD)

ÅCVD Risk Factors (i.e., Diabetes and Hypertension)

ÁOverarching Strategies:
ÅCare Coordination (Hospital High-Utilizers)

ÅCommunity-Based Risk Factor Reduction
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Care Coordination

7

ÁPartnered with The Coordinating Center

ÁHospitals: University of Maryland Medical Center, University 
of Maryland Midtown, St. Agnes, Bon Secours, and Sinai

ÁProvided Care Coordination services to 1,194HEZ residents 
as of March 2017 with 2500+encounters

ÁAverage Readmission Rate is 14%for high utilizers
Å Baseline 17%

Å Prior Year 15%

ÁCRISP Pre/Post Analysis shows reduction in ED visits and 
Hospital charges

ÁSuccessfully connected high utilizers to a CHW and a Primary 
Care Provided
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Patient Story

άL ǿŀǎ ǳƴŀōƭŜ ǘƻ ƎŜǘ ōŀŎƪ ŀƴŘ ŦƻǊǘƘ ǘƻ ǎŜŜ Ƴȅ ŘƻŎǘƻǊ ŀƴŘ ƛƴŦŜŎǘƛƻǳǎ ŘƛǎŜŀǎŜ ǎǇŜŎƛŀƭƛǎǘ ōŜŎŀǳǎŜ 
Johns Hopkins is too far. I preferred to have care at St. Agnes Hospital. I am much happier now. 

Ms. Quianataught me how to change my main doctor on my medical assistance card to the 
doctor she helped me find at St. Agnes Hospital. She helped me set up a new patient 

appointment with my new doctor, Dr. Bajaj and he was then able to refer me to an infectious 
disease specialist at St. Agnes as well. I had a visit from Mr. David from the Health Department 
and I was very nervous because he made me feel like I was doing something wrong and that I 
ǿŀǎ ǇǳǘǘƛƴƎ ƻǘƘŜǊ ǇŜƻǇƭŜΩǎ ƭƛǾŜǎ ŀǘ Ǌƛǎƪ ōŜŎŀǳǎŜ ƻŦ Ƴȅ IL±Φ L ƪƴƻǿ L ƘŀǾŜ IL± ŀƴŘ L ǿƻǳƭŘ ƴŜǾŜǊ Řƻ 
anything to hurt other people. Ms. Quianaspoke to Mr. David and he was able to see that I was 
in the process of getting a new doctor and infectious disease specialist at a different hospital. He 
was satisfied so all I had to do is call him once I got my new appointment. Thanks to Ms. QuianaI 

now have a new doctor, a new infectious disease doctor and I am compliant with the health 
ŘŜǇŀǊǘƳŜƴǘΦ L ŀƭǎƻ ƎŜǘ Ƴȅ ǇǊŜǎŎǊƛǇǘƛƻƴǎ ŦǊƻƳ ǘƘŜ ǇƘŀǊƳŀŎȅ ŀǘ {ǘΦ !ƎƴŜǎΦ L ǿƻƴΩǘ ƘŀǾŜ ŀƴȅ 

problems now going to see my doctor. The Get Well program is very helpful. I always wanted a 
ƴŜǿ ŘƻŎǘƻǊ ŎƭƻǎŜǊ ǘƻ ƳŜ ōǳǘ L ŘƛŘƴΩǘ ƪƴƻǿ Ƙƻǿ ǘƻ Řƻ ƛǘΦέ
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Community-Based Risk Factor Reduction

Increased 

Identification 

& Screening 

of Residents

Recruitment of 

Primary Care 

Professionals

Health Careers 

Scholarships
Physical Activity

Community 

Partnership 

Grants

Community Outreach 

& Health

Awareness 

Education
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Community-Based Risk Factor Reduction

Increased Identification and Screening 

of Residents

ωHEZ Providers reported on NQF and 
UDS quality measures (Diabetes, 
Hypertension, Smoking Screening, 
BMI) to track their identification, 
screening, and management efforts 
of individuals with risk factors for 
CVD 


